A feasibility study of a novel work-focused relational  group CBT treatment programme for moderate to severe recurrent depression by Walker, Nicola et al.
M
ental Health Review Journal
A Feasibility Study of a Novel Work-focused Relational 
Group CBT Treatment Programme for Moderate to Severe 
Recurrent Depression.
Journal: Mental Health Review Journal
Manuscript ID MHRJ-01-2021-0005.R1
Manuscript Type: Research Paper
Keywords: Cognitive behavioural therapy, Depression, Interpersonal difficulties, Job retention
 
Mental Health Review Journal
M
ental Health Review Journal
1
1 A Feasibility Study of a Novel Work-focused Relational Group CBT Treatment 


















































































ental Health Review Journal
2
22 Abstract
23 Purpose: No current psychotherapeutic intervention is designed to enhance job retention in 
24 employees with moderate-severe recurrent depression. The aim of this study was to test the 
25 feasibility of a new, interdisciplinary Work-focused Relational Group CBT Treatment 
26 Programme for moderate-severe depression.
27 Design: The programme was based on a theoretical integration of occupational stress, 
28 psychological, social/interpersonal, and bio-medical theories. It consisted of (i) up to four 1:1 
29 psychotherapy sessions; (ii) twelve work-focused, full-day, weekly CBT sessions facilitated 
30 by a cognitive behavioural therapist and occupational therapist; and (iii) up to four optional 
31 1:1 sessions with an occupational therapist. Depression severity (primary outcome) and a 
32 range of secondary outcomes were assessed before (first CBT session) and after (twelfth 
33 CBT session) therapy using validated instruments.  
34 Findings: Eight women (26-49 years) with moderate-severe depression participated. Five 
35 were on antidepressant medication. While there was no statistically significant change in 
36 HAM-D depression scores after therapy (n=5; p=0.313), BDI-II depression scores 
37 significantly decreased after therapy (n=8; -20.0 median change, p=0.016; 6/8 responses, 
38 7/8 minimal clinically important differences, two remissions). There were significant 
39 improvements in the secondary outcomes of overall psychological distress, coping self-
40 efficacy, HRQoL, and interpersonal difficulties after therapy. All clients in work at the start of 
41 therapy remained in work at the end of therapy. The intervention was safe and had 100% 
42 retention.
43 Originality: While limited by a recruitment shortfall, missing data, and client heterogeneity, 
44 this study showed promising immediate positive outcomes for the new programme in terms 
45 of depressive symptoms, interpersonal difficulties, and job retention that warrant exploration 
46 in a definitive study.
47 Keywords: Cognitive behavioural therapy; depression; interpersonal difficulties; job 
48 retention
49 Article classification: Research Paper
50
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52 Introduction 
53 Depression is associated with limitations in work functioning and work participation that may 
54 result in exit from permanent employment on health grounds (Lagerveld et al., 2010, van 
55 Rijn et al., 2014). The National Institute of Health and Care Excellence recommends 
56 combining antidepressant medication concurrently or sequentially with psychological therapy 
57 such as cognitive behavioural therapy (CBT) or interpersonal psychotherapy (IPT) to treat 
58 severe depression, as well as providing active support and advice on self-management 
59 (National Institute for Clinical Excellence, 2009). Vocational rehabilitation is also 
60 recommended for people who have lost their job due to chronic moderate-severe 
61 depression. 
62 However, there is currently only one specific clinical guideline for chronic depression (Jobst 
63 et al., 2016), which recommends combining pharmacological treatment with an 
64 interpersonally focused psychotherapy. Cognitive behavioural analysis system of 
65 psychotherapy (CBASP) should be offered as a first-line treatment and IPT as a second-line 
66 treatment based on the conceptualisation of recurrent depression as causally and 
67 dynamically related to interpersonal excesses and deficits, which might make establishing a 
68 therapeutic alliance problematic (Weck et al., 2013). 
69 This study focuses on employed service users of UK Community Mental Health Teams 
70 (CMHTs) with moderate-severe recurrent depression or with long-standing depression plus a 
71 high degree of chronicity, complexity, and comorbidity causing work dysfunction. For CMHT 
72 service users, Care Programme Approach guidance recommends that employment 
73 problems should be addressed as part of the care plan (Agnew, 2004). However, only 27% 
74 of service users reported that NHS mental healthcare services ‘definitely’ gave them any 
75 support with finding work or maintaining employment in the previous twelve months (Care 
76 Quality Commission, 2020), suggesting that gaps exist in the care delivered to these 
77 individuals.
78 In terms of the prevalence, quality, and effectiveness of work-focused interventions for 
79 depression, several studies have evaluated face-to-face psychotherapeutic interventions and 
80 reported both clinical and work outcomes. Indeed, several meta-analyses evaluating 
81 interventions to support people with or at risk of developing mental health problems found 
82 that they are effective at reducing sickness absence and reducing levels of anxiety and 
83 depression compared to doing nothing at all (Doki et al., 2015, Mikkelsen and Rosholm, 
84 2018, Nieuwenhuijsen et al., 2020, Nigatu et al., 2016, Tan et al., 2014), including a 
85 Cochrane review describing specific components in detail (Nieuwenhuijsen et al., 2020). 
86 Another recent systematic review of work-based depression programmes found that a 
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87 primary preventative CBT-informed psychotherapeutic intervention, ‘Be Well At Work’, was 
88 ‘promising’ for American organisations, but no study focused on employees with moderate-
89 severe recurrent depression (Bond et al., 2019). Universal and targeted CBT-based 
90 interventions that promote adaptive coping, delivered in the workplace and mostly in a group 
91 format, also appear to be effective in reducing depressive symptoms in employees (Yunus et 
92 al., 2018). 
93 In terms of the types of interventions that might help to prevent work disability in employees 
94 with depression, Cullen et al. (2018), in their systematic review, found that ‘multi-domain 
95 interventions’ integrating ‘healthcare provision, service coordination, and work 
96 accommodation components’ were beneficial because CBT alone was ineffective in 
97 improving return-to-work outcomes for employees with mental health problems. Two other 
98 systematic reviews found evidence that CBT-based interventions with a work focus and that 
99 included problem-solving return-to-work strategies (Joyce et al., 2016) improved work (i.e., 
100 duration of sickness absence) and clinical outcomes at the tertiary (indicated) prevention 
101 level. Psychological treatments were found to be more effective than care as usual with a 
102 small effect size in reducing the length of sickness absence and in reducing symptoms of 
103 common mental health disorders (Finnes et al., 2019, Salomonsson et al., 2018). However, 
104 psychological treatments were found to be no more effective than other clinical interventions 
105 (Finnes et al., 2019).
106 However, most studies have concentrated on interventions designed to improve return-to-
107 work or reduce absenteeism rather than preventing exit from work in people with mild-
108 moderate depression, common mental health conditions, and work-related stress or burnout. 
109 Most excluded people with more severe and enduring mental health problems. Only five 
110 studies met inclusion criteria for this study (Vlasveld et al., 2012, Wang et al., 2007, 
111 Schoenbaum et al., 2002, Burnand et al., 2002, Knekt et al., 2008). Therefore, while the 
112 impact of psychotherapeutic interventions on work-related outcomes has been examined, 
113 there is still a gap in terms of work-focused psychotherapeutic interventions specifically 
114 designed to enhance job retention in employees with more severe mental health problems. 
115 To our best knowledge, there is currently no psychotherapeutic intervention specifically 
116 designed to enhance job retention in employees with moderate-severe recurrent depression. 
117 We therefore hypothesized that interdisciplinary, work-focused psychotherapy would have 
118 the triple benefits of alleviating the symptoms of depression, improving interpersonal 
119 difficulties, and enhancing job retention. Using Medical Research Council (MRC) guidance 
120 for developing, evaluating, implementing and reporting on complex health and social care 
121 interventions (Campbell et al., 2000, Craig et al., 2008, Moore et al., 2015), we tested the 
122 feasibility of implementing and evaluating a new Work-focused Relational CBT Treatment 






























































ental Health Review Journal
5
123 Programme for moderate to severe depression. The new programme was based on a 
124 theoretical integration of occupational stress, psychological, social/interpersonal, and bio-
125 medical theories and consisted of (i) 1:1 sessions with a psychotherapist; (ii) a work-focused, 
126 twelve-week group CBT programme; and (iii) optional 1:1 sessions with an occupational 
127 therapist. The balance of content, process and job retention components, and the high 
128 intensity and high dose of therapy differentiated this intervention from other interventions 
129 such as Work-Related Interpersonal Group Psychotherapy (W-IPT) (Niedermoser et al., 
130 2020), which targets employees depressed due to work-related stress and excludes those 
131 on medication or with personality disorder traits, i.e., common CMHT service users with 
132 longstanding and/or treatment-resistant mental health problems. Using a series of validated 
133 instruments to assess the severity of depression, coping and self-efficacy, health-related 
134 quality of life, interpersonal difficulties, and work and social functioning, we show that the 
135 new intervention had a positive impact on most of these domains by the end of group 
136 therapy, paving the way for a definitive clinical trial. 
137
138 Method
139 Ethical statement 
140 The University [redacted] Research Ethics Committee, the NHS Local Research Ethics 
141 Committee (LREC) via IRAS, and the NHS Trust’s Research and Innovation department 
142 approved the study protocol. The study conformed to the Declaration of Helsinki (World 
143 Medical Association, 1996) and Good Clinical Practic  (Medicines and Healthcare products 
144 Regulatory Agency, 2012). The study was indemnified by the University of [redacted]. All 
145 participants provided written informed consent.
146 Study setting, design, participant recruitment, and inclusion and exclusion criteria
147 This feasibility study was a single-centre, quasi-experimental study with a pre-post design 
148 and non-blinded outcome assessment conducted in an NHS secondary mental healthcare 
149 service in the UK using an established conceptual framework and recommended format for 
150 carrying out feasibility studies (Eldridge et al., 2016). The study is reported using the 
151 Transparent Reporting of Evaluations with Nonrandomized Designs (TREND) statement 
152 checklist (Des Jarlais et al., 2004). 
153 Potential participants were adult service users of several inner-city and rural CMHTs. 
154 Inclusion criteria were: adults aged between 18-64 years; met the service threshold for 
155 moderate to severe recurrent depression (BDI-II >20); able to communicate in English; 
156 employed either full-time/part-time or on short-term sickness absence due to recurrent 
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157 depression; intended to maintain or resume employment; and were willing to participate in 
158 group therapy and abide by group ground rules. Following screening with the BDI-II, 
159 potential participants were assessed by [redacted], a qualified psychotherapist, using a 
160 structured clinical interview to confirm a diagnosis of moderate-severe recurrent depression 
161 (ICD-10 F33.1 or F33.2). Axes II disorders were not assessed. Exclusion criteria were: an 
162 intellectual disability (IQ <70); severe medical illness or physical disability that would 
163 significantly interfere with participation in group therapy; a recent history of interpersonal 
164 violence, which is contraindicated for group therapy; symptoms of an acute psychotic illness, 
165 organic brain disorder, an anxiety or eating disorder as the main presenting problem; 
166 substance misuse as the main presenting problem; current, frequent and serious self-harm 
167 (requiring medical intervention ≥ once a week); and/or had not worked in the previous 12 
168 months. Clients on psychotropic medication and showing mild-moderate Axes II personality 
169 disorder traits were not excluded, as these features are common in UK CMHT service users.
170 Different strategies were used to elicit referrals and self-referrals, with the most successful 
171 strategy being a direct referral from the CMHT at intake and the least successful strategy 
172 being writing to clients on psychotherapy waiting lists offering information about the study. 
173 The intervention
174 The programme theory of the new intervention was further refined through consultation with 
175 key stakeholders in eight focus groups. The treatment programme had triple foci: (i) 
176 presenting problems (such as symptoms of depression), (ii) work issues (such as 
177 occupational stress), and (iii) underlying issues (such as trauma, core beliefs and 
178 maladaptive coping). There were three main components (individual sessions, group 
179 sessions, and optional occupational therapy sessions), as well as a discharge-planning 
180 session. No incentives were provided to increase compliance or adherence, although a 
181 range of strategies were used to engage and motivate clients to attend sessions and persist 
182 with treatment such as case tracking and between-session outreach (see Table 1 and 
183 Supplementary for complete details of the intervention).
184 [insert Table 1 here]
185 Clients received up to four 1:1 sessions with a psychotherapist for assessment and 
186 formulation prior to the group sessions so that each client’s problems could be personalised 
187 and contextualised taking into consideration intrapersonal, interpersonal, and work factors. A 
188 work-focused care plan was developed in collaboration with the participant based on the 
189 person-environment-occupation (PEO) model (Law et al., 1996) with the bio-psychosocial-
190 ecological (BPE) model of mental health (Lehman et al., 2017) such that the care plan was 
191 compliant with the Trust’s Care Programme Approach (CPA) policy. 1:1 assessment 
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192 sessions took place either in a CBT clinic based at a mental health hospital or at an 
193 outpatient psychotherapy service. 
194 The group CBT sessions were co-facilitated by a group psychotherapist [redacted] 
195 accredited in CBT and by an OT [redacted] with a postgraduate qualification in Vocational 
196 Rehabilitation. This component consisted of twelve weekly sessions (10 am to 3 pm). The 
197 intervention incorporated job retention goals prescribed for each client every week during 
198 group sessions and the opportunity to discuss an ‘interpersonal situation’ at work (or at 
199 home) which had triggered distress using the ‘double donut’ exercise. The psychoeducation 
200 content included basic CBT concepts and skills, whilst the interpersonal process of the group 
201 sessions included the skilful facilitation of peer interaction for the purposes of behavioural 
202 activation, cognitive restructuring, problem-solving, and emotional co-regulation. 
203 In addition, clients were offered up to four 1:1 sessions with an OT to undertake an 
204 occupational analysis in terms of ‘the worker, their work, and the workplace’ (Cameron et al., 
205 2012) and to intervene in helping the client maintain, gain, or change employment, including 
206 low-key liaison with the workplace for some clients as necessary.
207 Fidelity to the model was promoted by setting aside time before, during, and after each 
208 group session for briefing and de-briefing, whereby both facilitators provided feedback to the 
209 other after each session using a group CBT competencies checklist. Quality assurance was 
210 similarly provided by a Consultant Psychologist, a specialist in CBT, who provided live 
211 supervision through close observation of one group session and scored fidelity using the 
212 same checklist.
213 Hypotheses
214 The primary hypothesis was that participation in a new Work-focused Relational Group CBT 
215 Treatment Programme would result in statistically and clinically significant changes in 
216 symptoms of depression and in interpersonal functioning and that these changes would help 
217 participants maintain their employment.
218 The secondary hypothesis was that participation would also result in statistically and 
219 clinically significant changes in: 1) overall psychological distress, 2) workplace stress, 3) 
220 quality of life, 4) coping self-efficacy, and 5) interpersonal skills compared to baseline.
221 The null hypothesis was that participation would not result in statistically or clinically 
222 significant changes in any of the above measures and that participants would lose their jobs.
223 Outcome measures
224 The primary outcome depression measured using the Hamilton Rating Scale for Depression 
225 (HAM-D 21-item: clinician-rated) (Moberg et al., 2001, Hamilton, 1986). Independent 
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226 outcome assessors (OAs) were trained to administer the HAM-D over the telephone. 
227 Secondary outcomes measures were: the Beck Depression Inventory-II (BDI-II 21-item: self-
228 rated) (Beck et al., 1996); the Work and Social Adjustment Scale (WSAS 5-item: self-rated) 
229 (Mundt et al., 2002); the Coping Self-Efficacy Scale (CSES 26-item: self-rated) (Chesney et 
230 al., 2006); the Inventory of Interpersonal Problems (IIP-32-item: self-rated) (Horowitz et al., 
231 1988); the Health and Safety Executive Management Standards Indicator Tool (35-item: self-
232 rated) (Edwards et al., 2008); Clinical Outcomes in Routine Evaluation (CORE 34-item: self-
233 rated) (Evans, 2000); Agnew Relationship Measure-5 (ARM 5-item: self-rated) (Agnew-
234 Davies et al., 1998); quality of life (EQ-5D 5-item: self-rated) (Herdman et al., 2011); Client 
235 Satisfaction Questionnaire (CSQ 8-item: self-rated) (Attkisson and Zwick, 1982). Job 
236 retention was assessed using a dichotomous two-point scale (Yes/No) on a bespoke weekly 
237 questionnaire which also determined the proportion (expressed as %) of agreed hours at 
238 work in the last week and intention-to-quit (expressed as %). The CORE-OM was used 
239 weekly as a case tracking tool.
240 Economic evaluation
241 An economic evaluation was undertaken to estimate the total direct and indirect costs of 
242 providing the intervention using Healthcare Financial Management Association (HFMA, 
243 2014) guidance. The total direct cost was calculated by working out how much each 
244 practitioner was paid by the hour (plus 22% uplift for on-costs) multiplied by how much time 
245 they spent on direct clinical contact, and the total indirect cost was calculated by working out 
246 how much time each practitioner spent on non-clinical activity such as clinical supervision, 
247 preparation, brief/debrief, and administration, multiplied by each practitioner’s hourly rate. 
248 Sample size, data collection, and statistical analysis
249 The sample size was pragmatically determined by the number of participants recruited in the 
250 time available. Nevertheless, some assumptions were made about the power calculation 
251 based on detecting a difference of 4.0 units on the HAM-D total score, a standard deviation 
252 (SD) of 8, an alpha level of 5%, and a power of 80%. This indicated that the required number 
253 of subjects based on these figures would be 45 per treatment group or 90 subjects in total in 
254 a future definitive trail.
255 Quantitative data were collected at the first CBT group session (pre-treatment) and after the 
256 twelfth CBT group session (post-treatment) for all instruments except CORE and BDI-II, 
257 which were collected at enrolment (pre-treatment) and after the twelfth CBT group session 
258 (post-treatment). Quantitative data were managed in SPSS v14 (IBM Statistics, Armonk, 
259 NY). Group scores for the primary and secondary outcomes (mean scores, confidence 
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260 intervals, and effect sizes) were compared before and after treatment using the Wilcoxon 
261 matched-pairs signed rank test. A p-value <0.05 was considered statistically significant.
262
263 Results
264 Participant demographics and baseline clinical characteristics
265 Several different recruitment strategies were used: writing to clients on psychotherapy 
266 waiting lists, eliciting referrals from clinicians, encouraging self-referrals, and canvassing 
267 third sector organisations. Of 79 potential participants invited in two sites, fifteen asked for 
268 more information, eleven gave consent, and eight finally entered treatment. Baseline 
269 demographics are summarised in Table 2. All participants were female and aged between 
270 36-49 years; seven were White-British and one was African-British. Seven women were 
271 married or co-habiting, one was single, and four had children.
272 All clients were either currently or recently in employment. The inclusion criteria were relaxed 
273 so that two clients who had lost their jobs while on the waiting list for CBT were included. Of 
274 those working at the start of CBT, three worked part-time, three worked full-time, one was in 
275 voluntary work, and one was unemployed. Two women were in skilled jobs and were 
276 professionally qualified, while three women were in low paid unskilled jobs. One woman was 
277 in a semi-skilled job and was also a self-employed shopkeeper. One woman recently lost an 
278 unskilled job, and one woman was volunteering but previously in a skilled job that required 
279 specific training. Three women were off sick at enrolment and one was claiming welfare 
280 benefits.
281 Clients had a high degree of complexity, comorbidity, chronicity, and complicating risks; all 
282 clients reported childhood trauma, adversity and/or abuse (data not shown). However, all 
283 except one also reported a high level of occupational stress.
284 [insert Table 2 here]
285 Outcome evaluation
286 Prior to the intervention, the median scores were in the severe range for self-rated 
287 depression, psychological global distress, interpersonal problems, and work-related stress. 
288 For health-related quality of life, work and social adjustment, and coping self-efficacy, mean 
289 scores were in the moderately poor, lower, or unhealthy range (Table 3).   
290 With respect to the primary outcome of depression severity, while there was no statistically 
291 significant change in HAM-D scores after therapy (n=5; p=0.313), most likely due to missing 
292 data, BDI-II scores significantly decreased after therapy (n=8; -20.0 median change, 
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293 p=0.016). There were significant reductions in overall psychological distress and 
294 interpersonal difficulties, and significant improvements in coping self-efficacy and HRQoL 
295 after therapy measured using the CORE, IIP-32, CSES, and EQ-VAS instruments, 
296 respectively.
297 [insert Table 3 here]
298 Individual changes in instrument scores are illustrated in Figure 1. Reflecting the group 
299 statistics, therapy had a positive effect on the majority of clients for most metrics. With 
300 respect to BDI-II scores, 6/8 clients showed responses (>50% reduction), 7/8 clients showed 
301 minimal clinically important differences (>30% reduction), and two clients were deemed in 
302 remission after group sessions (scores ≤9). Only one client had an increase in depression 
303 severity (HAM-D and BDI-II) and overall psychological distress (CORE), although this client 
304 showed stability or mild improvements in all the other instruments. At the end of the 
305 treatment programme, five clients had significant improvements in IIP-32 scores.
306 [insert Figure 1 here]
307 The EQ-VAS scores were used to compare client quality of life data with the UK general 
308 population (EuroQol Group, 2009). While there was a significant improvement in EQ-VAS 
309 after therapy (p = 0.031), there was a highly significant difference between the clients’ quality 
310 of life and the general population’s quality of life after treatment (p=0.002).
311 Work status – qualitative analysis
312 The pre- and post-treatment employment statuses of the study participants are shown in 
313 Table 4. Overall, all clients used their job retention goals to effect positive changes with 
314 regards to their employment status. Of the clients in employment at enrolment, no-one lost 
315 their job during the intervention. Of the clients on short-term sickness absence due to 
316 physical health problems at enrolment, by the end of the group CBT programme, both clients 
317 had returned to their part-time contracted hours. One client had returned to her full-time 
318 contracted hours from restricted duties having negotiated reasonable adjustments. The client 
319 in voluntary work had increased her voluntary hours
320 Of the clients who were working their contracted hours at baseline, by the end of the group 
321 CBT programme, one had maintained her contracted hours and was coping much better at 
322 work, and one had maintained her employment but was considering other jobs that would be 
323 better suited to her interest and skills.
324 [insert Table 4 here]
325 Recruitment, utility of the outcome measures, intervention delivery, therapeutic alliance, 
326 client satisfaction, and economic analysis
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327 The most effective recruitment strategy was through direct contact with CMHT practitioners 
328 so that the researchers could explain the study and describe the intervention. In future, more 
329 time would be required to engage potential participants, preferably at intake, bearing in mind 
330 possible barriers to recruitment of men and members of minority groups.
331 The new intervention was delivered successfully and safely as planned. There were two 
332 adverse events during group CBT: one client took a parasuicidal overdose (without suicidal 
333 intent) that required hospital treatment; she was discharged the following day and attended 
334 the next group session. The other client made use of the 24/7 crisis helpline on one 
335 occasion. Both clients’ mental health had improved by the end of group CBT. 
336 There was a 100% client retention rate. The group programme was well attended [mean 
337 number of sessions attended 10.63 (SD 1.87); mean number of clients per session 7.08 (SD 
338 0.95)]. Adherence was high, with the majority of out-of-session assignments completed by 
339 most clients. Whilst some clients struggled to attempt all of their goals, everyone attempted 
340 at least one goal every week. 
341 As assessed by the ARM-5 after each session, the mean therapeutic alliance per session 
342 was 34.4 (SD 0.68) and the mean therapeutic alliance per client was 34.4 (SD 1.14), 
343 suggesting a positive bond and partnership with the co-facilitators and confidence in the 
344 treatment. The mean client satisfaction measured by the CSQ-8 was 27.0 (SD 2.08), 
345 suggesting that clients were highly satisfied with their overall treatment.




350 Depression is associated with an increased risk of job loss and subsequent adverse 
351 outcomes, and individuals with depression are less likely or able to access available 
352 occupational help (Lagerveld et al., 2010, van Rijn et al., 2014). Current solutions tend to 
353 focus on returning to work rather than preventing exit from work. While depressed clients 
354 may therefore benefit from work-focused interventions to address the specific effects of 
355 depression that contribute to workplace limitations, there have been few attempts to develop 
356 work-focused psychotherapeutic interventions for moderate-severe recurrent depression. 
357 To address this gap, we performed a feasibility study of a new complex intervention, the 
358 Work-focused Relational Group CBT Treatment Programme. The balance of content, 
359 process and job retention components, and the high intensity and high dose of therapy 
360 differentiated this intervention from other interventions such as Work-Related Interpersonal 
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361 Group Psychotherapy (W-IPT) (Niedermoser et al., 2020), which targets employees 
362 depressed due to work-related stress and excludes those on medication or with personality 
363 disorder traits. The programme theory for the new intervention was based on the 
364 interpersonal theory of depression. Group processes were used deliberately and 
365 purposefully to target patterns of aversive, rejection-eliciting, and stress-inducing relational 
366 behaviour which are thought to perpetuate depression (Hammen, 2006, Horowitz and Vitkus, 
367 1986, Joiner and Coyne, 1999, McCullough Jr, 2003, Starr and Davila, 2008). 
368 Despite the small number of clients, we detected significant improvements in depression 
369 severity (BDI-II), overall psychological distress, coping self-efficacy, HRQoL, and 
370 interpersonal difficulties after therapy. Furthermore, all clients in work at the start of therapy 
371 remained in work at the end of therapy, with two having returned from sick leave and one 
372 having progressed from restricted to full duties. Although relatively expensive, the 
373 intervention was safe, had 100% retention, and clients were confident and satisfied with their 
374 treatment. These findings provide a promising platform for the initiation of a larger-scale 
375 clinical trial to assess the full effects of this intervention over the longer term.
376 A few RCTs have evaluated work-focused CBT interventions in different client populations. 
377 Most concentrated on return-to-work rather than job retention and involved clients off sick 
378 with mild-moderate common mental disorders, work-related stress, or burnout (Dalgaard et 
379 al., 2017b, de Weerd et al., 2016, Lagerveld, 2017, Noordik et al., 2013, Reme et al., 2015). 
380 One RCT evaluated individual placement and support enhanced with work-focused CBT for 
381 CMHT service-users in the UK, but the clients were unemployed and 77% were diagnosed 
382 with psychosis (Schneider et al., 2016). Only two studies included some employees at work 
383 (Lagerveld, 2017, Reme et al., 2015), and whilst a return-to-work plan was usually 
384 formulated, only three liaised directly with the workplace (Dalgaard et al., 2017b, de Weerd 
385 et al., 2016, Reme et al., 2015). Overall, results were disappointing, with five studies 
386 reporting unexpected or negative results and the intervention being associated with a similar 
387 or longer time to the full resumption of normal duties than waiting list or care-as-usual 
388 (Dalgaard et al., 2017a, de Weerd et al., 2016, Lagerveld, 2017, Noordik et al., 2013) or 
389 number of hours worked (Schneider et al., 2016). Non-randomised studies of work-focused 
390 CBT have included clients off sick with mild-moderate depression (Brenninkmeijer et al., 
391 2019, Gjengedal et al., 2020) and clients off sick with moderate-severe depression (Ito et al., 
392 2019). The interventions were in the 1:1 format except for one that used a group-based 
393 intervention (Ito et al., 2019). Only one study was based in the UK, and none of the 
394 interventions was designed specifically for employed service-users accessing CMHTs for 
395 moderate-severe recurrent depression.  
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396 Our intervention appeared to have a positive impact on clinical status. While there was no 
397 significant difference in median HAM-D scores pre- and post-treatment, there were 
398 significant changes in median BDI-II values. These discrepancies may have been due to 
399 statistical and/or methodological reasons. Pre- and post-treatment HAM-D data were only 
400 available for five of the eight participants, reducing the statistical power of the analysis; 
401 regardless, four clients showed post-treatment improvements in symptoms. Furthermore 
402 HAM-D is designed to detect changes in somatic symptoms (Hamilton, 1960), whereas the 
403 BDI-II is designed to detect changes in affective and cognitive symptoms (Beck et al., 1961); 
404 therefore, physical health problems may have had a disproportionate impact on HAM-D 
405 scores. 
406 However, not every client benefitted, which may have been related to their individual 
407 contexts. The two women who achieved remission on the BDI-II were in stable, committed 
408 relationships, which may have been beneficial to both their mental health and their capacity 
409 to work. For women, being married or cohabiting is associated with a better therapeutic 
410 outcome (Meyers et al., 2002, Thase et al., 1992) and improved job satisfaction and 
411 engagement at work (Burnett et al., 2012). These women were also in skilled or semi-skilled 
412 jobs, and this occupational context may have had a beneficial effect both on their mental 
413 health and their capacity to work. Conversely, the woman who had a limited or negative 
414 response to the new intervention was in an unstable relationship. This context may have had 
415 a deleterious effect both on mental health (Whisman, 2001) and work performance (Burnett 
416 et al., 2012); dissatisfaction and discord in marital relationships are associated with worse 
417 depression (Whisman et al., 2002) and vice versa (Najman et al., 2014, Whisman and 
418 Uebelacker, 2009), and being single is also a risk factor for a limited or negative response to 
419 group CBT (Gelhart and King, 2002). Of the clients in unskilled low paid jobs, one 
420 deteriorated and scored worse than baseline. Lower socio-economic status is associated 
421 with less improvement in psychotherapy for depression (Falconnier, 2009) and lower 
422 educational achievement predicts partial or non-response to CBT (Stiles-Shields et al., 
423 2015). Some employment may be worse for mental health than unemployment (Chandola 
424 and Zhang, 2018), and, in one small study, employed clients were more symptomatic at the 
425 end of a group CBT skills-building programme for depression than unemployed clients 
426 (Gelhart and King, 2002). The relationships between these potential confounders and 
427 treatment effect need examining in a larger cohort of clients.
428 Suboptimal treatment responses may also have been due to an inadequate dose of therapy. 
429 Risk factors for relapse include experiencing residual symptoms at the end of treatment and 
430 having prior episodes of depression (Bockting et al., 2015, Buckman et al., 2018). For clients 
431 who have completed a course of CBT for prior episodes of depression, residual symptoms 
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432 predicted both short-term relapse and long-term recurrence (Wojnarowski et al., 2019). In a 
433 study of clients completing a 16- or 20-week course of CBT for depression, 9% of those who 
434 fully recovered and 52% of those that partially recovered relapsed in the following twelve 
435 months (Thase et al., 1992). Keeping clients in therapy for longer so that they achieve full 
436 remission and targeting affective reactivity, cognitive and information processing biases, and 
437 interpersonal stress may be required for recovery (Buckman et al., 2018). Any future trial of 
438 our intervention requires long-term follow-up to examine the persistence of treatment effects.
439 In terms of mediator variables such as interpersonal problems (IPPs), all clients identified at 
440 least one IPP matching the top 5-10% of an outpatient sample (Leach et al., 2004), 
441 suggesting that they had serious difficulties in relationships in at least one IIP-32 domain. By 
442 the end of the treatment programme, five clients had significant improvements in IIP-32 
443 scores (overall p=0.016). A systematic review of different types of psychotherapy for 
444 depression that included IPPs as an outcome reported that clients showed an improvement 
445 in IPPs after brief psychotherapy (McFarquhar et al., 2018). Similarly, a study evaluating IPT 
446 found that solving IPPs was correlated with an improvement in symptoms (Markowitz et al., 
447 2006). Other studies have shown that clients with more severe pre-treatment IIPPs had a 
448 poorer outcome in 1:1 cognitive therapy for depression (Renner et al., 2012), and specific 
449 IPPs predicted less reduction in depression regardless of whether they received 1:1 CBT or 
450 1:1 IPT for depression (Quilty et al., 2013). Conversely, another study found that more 
451 severe pre-treatment IPPs were unrelated to post-treatment depressive symptoms in 1:1 
452 CBT but predicted less symptom change in group CBT for depression (McEvoy et al., 2014). 
453 Whilst our group-based therapeutic approach appear d to have a positive impact on IPPs, 
454 non-relational group CBT may not provide adequate support for vulnerable clients to relate 
455 effectively with each other in group sessions or might dilute the therapeutic relationship, 
456 limiting opportunities to target IPPs and personalise treatment. 
457 For clients who had a positive work outcome, employment support and low-key liaison 
458 provided by an OT may have been a useful component of a work-focused psychotherapeutic 
459 intervention. However, it seemed to have only limited impact on occupational stress. For 
460 clients who did not access OT, it is unclear why they did not seek help. However, a possible 
461 drawback to involving an OT for 1:1 employment support and low-key liaison with the 
462 workplace was that clients who opted for this component had to disclose their mental health 
463 problem to their employer, which some may have been unwilling to do. In one study, only 
464 21% of over 400 people with depression had ever disclosed it or asked their manager for 
465 help (Heinz et al., 2018). One client was already receiving employment support through the 
466 Work Programme as a condition of her welfare benefit claim, which may have limited the 
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467 appeal of adjunctive OT. The exact impact of the OT component of the intervention is, 
468 therefore, uncertain.
469 The high and concentrated dose of therapy was well tolerated. Although the sample was 
470 small, the finding that all clients persisted with treatment despite various barriers is 
471 encouraging (Barrett et al., 2008). For example, pooled results from a review comparing 
472 outcomes for 1:1 CBT and group CBT (Hans and Hiller, 2013) found that approximately 25% 
473 of all participants dropped out of CBT, with the attrition rate twice as high for 1:1 CBT 
474 compared to group CBT, perhaps because group CBT programmes generally have fewer 
475 sessions. Other studies have shown that the type and format of therapy do not affect drop-
476 out rates (Swift and Greenberg, 2012). Our results also compare favourably to other 
477 psychotherapeutic interventions where attrition rates are high: for CBT outpatients in 1:1 
478 psychotherapy drop-out is approximately 40% (Bados et al., 2007); 25% for chronically 
479 depressed clients (Arnow et al., 2007); and 50% for group CBT for mood disorders (Oei and 
480 Kazmierczak, 1997). A range of factors might influence decisions to attend, but our positive 
481 results are likely to be because we aimed to identify drop-out early through various methods 
482 of case tracking; different strategies were used to enhance engagement; group cohesion 
483 was created by the skilful facilitation of peer interaction; and the therapeutic alliance was 
484 strengthened by incorporating 1:1 sessions before and during group sessions. 
485 The costs of delivering the intervention were relatively high, with the mean total per client 
486 estimated at £6,457, which compares to £2,895 per average course of treatment for people 
487 with mild-moderate symptoms in Improving Access to Psychological Therapies 
488 (Radhakrishnan et al., 2013) and £4,418 for a complete course of 1:1 CBT (16 sessions plus 
489 two booster sessions) as mono-therapy for people with moderate-severe depression in 
490 secondary mental healthcare (Koeser et al., 2015). The intervention was relatively expensive 
491 since it was labour-intensive, multi-modal, and delivered by a Cognitive Behavioural 
492 Therapist and an OT. Nevertheless, most clients remain on the caseloads of CMHTs for 
493 between 1-5 years (Care Quality Commission, 2020), so while reducing the dose and 
494 shortening the psychotherapeutic intervention may reduce immediate costs, it is possible 
495 that interventions are not long or focused enough to prevent re-referral, readmission, and the 
496 consequent economic burden. Clients who have responded to treatment but not fully 
497 remitted may subsequently relapse and seek further psychotherapy (Buckman et al., 2018), 
498 and some clients frequently re-refer themselves because they need or want more help 
499 (Bouras et al., 2018, Lousada et al., 2015) due to complex environmental, historical, 
500 psychological problems (Cairns, 2014). However, according to the dose-effect model, clients 
501 might not necessarily need longer treatment programmes but rather a higher dose of therapy 
502 to achieve clinically meaningful change (Haase et al., 2008). 
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503 This study has a number of limitations. Only a few clients were recruited, some data were 
504 missing, the client population was heterogeneous, no men were recruited, and the study was 
505 single-centre and unblinded. The referral rate was particularly low, which may be due to a 
506 research-resistant culture in mental health services, research being a low priority when 
507 services are being cut (Borschmann et al., 2014), negative attitudes to psychotherapy 
508 (Denman, 2007), or unconscious biases such as referring fewer men (Talbot et al., 2014). 
509 Some clients would not even consider taking part in research; some think they are ineligible, 
510 or that they do not need therapy; or that there are disadvantages to taking part in depression 
511 trials (Hughes-Morley, 2017). Clients may be put off by lengthy leaflets (Locock and Smith, 
512 2011); some may not be able to access necessary travel expenses or childcare (Woodall et 
513 al., 2010). Some may have had previous negative experience of CBT (Barnes et al., 2012) 
514 or may have preferred a different modality (Liddon et al., 2018, Seidler et al., 2018). Clients 
515 prefer 1:1 psychotherapy over group psychotherapy (Haugh et al., 2019, Strauss et al., 
516 2015) due to worries about confidentiality, fear of being criticised, or of losing control in front 
517 of others (Piper, 2008). In any future trial, the sample would need to be larger and more 
518 representative. The high rate of missing data for the HAM-D may have been because it can 
519 be time-consuming and may have been burdensome to clients (D’Avanzato and 
520 Zimmerman, 2017) or due to problems in collecting data over the telephone; clients may 
521 have found telephone calls from Outcome Assessors inconvenient or intrusive, especially if 
522 other family members were present, although other research shows that collecting 
523 questionnaire data over the telephone is acceptable (Aneshensel et al., 1982, Simon et al., 
524 1993). Finally, our study only assessed immediate post-treatment outcomes, and further 
525 follow-up is necessary to establish whether the positive outcomes persist over time.
526 While these limitations do not allow us to draw unambiguous structural conclusions, this 
527 feasibility study of a new complex intervention, the Work-focused Relational Group CBT 
528 Treatment Programme for moderate to severe recurrent depression, showed promising 
529 immediate post-treatment outcomes in terms of depressive, interpersonal difficulties, and job 
530 retention that warrant further exploration in a larger-scale, longer-term, definitive study.
531
532 REFERENCES
533 Agnew, L. (2004), "The care programme approach", Good Practice in Adult Mental Health, 
534 Vol. 10, p. 55.
535 Agnew-Davies, R., Stiles, W. B., Hardy, G. E., Barkham, M. and Shapiro, D. A. (1998), 
536 "Alliance structure assessed by the Agnew Relationship Measure (ARM)", Br J Clin 
537 Psychol, Vol. 37 No. 2, pp. 155-72.
538 Aneshensel, C. S., Frerichs, R. R., Clark, V. A. and Yokopenic, P. A. (1982), "Telephone 
539 versus in-person surveys of community health status", Am J Public Health, Vol. 72 
540 No. 9, pp. 1017-21.






























































ental Health Review Journal
17
541 Arnow, B. A., Blasey, C., Manber, R., Constantino, M. J., Markowitz, J. C., Klein, D. N., 
542 Thase, M. E., Kocsis, J. H. and Rush, A. J. (2007), "Dropouts versus completers 
543 among chronically depressed outpatients", J Affect Disord, Vol. 97 No. 1-3, pp. 197-
544 202.
545 Attkisson, C. C. and Zwick, R. (1982), "The client satisfaction questionnaire. Psychometric 
546 properties and correlations with service utilization and psychotherapy outcome", Eval 
547 Program Plann, Vol. 5 No. 3, pp. 233-7.
548 Bados, A., Balaguer, G. and Saldana, C. (2007), "The efficacy of cognitive-behavioral 
549 therapy and the problem of drop-out", J Clin Psychol, Vol. 63 No. 6, pp. 585-92.
550 Barnes, M., Wiles, N., Morrison, J., Kessler, D., Williams, C., Kuyken, W., Lewis, G. and 
551 Turner, K. (2012), "Exploring patients' reasons for declining contact in a cognitive 
552 behavioural therapy randomised controlled trial in primary care", Br J Gen Pract, Vol. 
553 62 No. 598, pp. e371-7.
554 Barrett, M. S., Chua, W. J., Crits-Christoph, P., Gibbons, M. B., Casiano, D. and Thompson, 
555 D. (2008), "Early Withdrawal from Mental Health Treatment: Implications for 
556 Psychotherapy Practice", Psychotherapy (Chic), Vol. 45 No. 2, pp. 247-267.
557 Beck, A. T., Steer, R. A. and Brown, G. (1996), "Beck depression inventory–II", 
558 Psychological Assessment.
559 Beck, A. T., Ward, C., Mendelson, M., Mock, J. and Erbaugh, J. (1961), "Beck depression 
560 inventory (BDI)", Arch Gen Psychiatry, Vol. 4(6), pp. pp.561-571.
561 Bockting, C. L., Hollon, S. D., Jarrett, R. B., Kuyken, W. and Dobson, K. (2015), "A lifetime 
562 approach to major depressive disorder: The contributions of psychological 
563 interventions in preventing relapse and recurrence", Clin Psychol Rev, Vol. 41, pp. 
564 16-26.
565 Bond, G. R., Lerner, D., Drake, R. E., Reidy, C. and Choi, J. (2019), "Work-Focused 
566 Interventions for Depression", Work, Vol. 4, p. 02.
567 Borschmann, R., Patterson, S., Poovendran, D., Wilson, D. and Weaver, T. (2014), 
568 "Influences on recruitment to randomised controlled trials in mental health settings in 
569 England: a national cross-sectional survey of researchers working for the Mental 
570 Health Research Network", BMC Med Res Methodol, Vol. 14 No. 1, p. 23.
571 Bouras, N., Ikkos, G. and Craig, T. (2018), "From Community to Meta-Community Mental 
572 Health Care", Int J Environ Res Public Health, Vol. 15 No. 4, p. 806.
573 Brenninkmeijer, V., Lagerveld, S. E., Blonk, R. W. B., Schaufeli, W. B. and Wijngaards-de 
574 Meij, L. (2019), "Predicting the Effectiveness of Work-Focused CBT for Common 
575 Mental Disorders: The Influence of Baseline Self-Efficacy, Depression and Anxiety", 
576 J Occup Rehabil, Vol. 29 No. 1, pp. 31-41.
577 Buckman, J. E. J., Underwood, A., Clarke, K., Saunders, R., Hollon, S. D., Fearon, P. and 
578 Pilling, S. (2018), "Risk factors for relapse and recurrence of depression in adults and 
579 how they operate: A four-phase systematic review and meta-synthesis", Clin Psychol 
580 Rev, Vol. 64, pp. 13-38.
581 Burnand, Y., Andreoli, A., Kolatte, E., Venturini, A. and Rosset, N. (2002), "Psychodynamic 
582 psychotherapy and clomipramine in the treatment of major depression", Psychiatr 
583 Serv, Vol. 53 No. 5, pp. 585-90.
584 Burnett, S., Coleman, L., Houlston, C. and Reynolds, J. (2012), "Couple relationships and 
585 work; work and couple relationships", OnePlusOne, Working Families, Tavistock 
586 Centre for Couple Relationships, London.
587 Cairns, M. (2014), "Patients who come back: Clinical characteristics and service outcome for 
588 patients re-referred to an IAPT service", Counselling and Psychotherapy Research, 
589 Vol. 14 No. 1, pp. 48-55.
590 Cameron, J., Walker, C., Hart, A., Sadlo, G., Haslam, I. and Retain Support, G. (2012), 
591 "Supporting workers with mental health problems to retain employment: users' 
592 experiences of a UK job retention project", Work, Vol. 42 No. 4, pp. 461-71.
593 Campbell, M., Fitzpatrick, R., Haines, A., Kinmonth, A. L., Sandercock, P., Spiegelhalter, D. 
594 and Tyrer, P. (2000), "Framework for design and evaluation of complex interventions 
595 to improve health", BMJ, Vol. 321 No. 7262, pp. 694-6.






























































ental Health Review Journal
18
596 Care Quality Commission (2020), "Community Mental Health Survey".
597 Chandola, T. and Zhang, N. (2018), "Re-employment, job quality, health and allostatic load 
598 biomarkers: prospective evidence from the UK Household Longitudinal Study", Int J 
599 Epidemiol, Vol. 47 No. 1, pp. 47-57.
600 Chesney, M. A., Neilands, T. B., Chambers, D. B., Taylor, J. M. and Folkman, S. (2006), "A 
601 validity and reliability study of the coping self-efficacy scale", Br J Health Psychol, 
602 Vol. 11 No. Pt 3, pp. 421-37.
603 Cousins, R., Mackay, C. J., Clarke, S. D., Kelly, C., Kelly, P. J. and McCaig, R. H. (2004), 
604 "‘Management standards’ work-related stress in the UK: Practical development", 
605 Work & Stress, Vol. 18 No. 2, pp. 113-136.
606 Craig, P., Dieppe, P., Macintyre, S., Michie, S., Nazareth, I., Petticrew, M. and Medical 
607 Research Council, G. (2008), "Developing and evaluating complex interventions: the 
608 new Medical Research Council guidance", BMJ, Vol. 337, p. a1655.
609 Cullen, K. L., Irvin, E., Collie, A., Clay, F., Gensby, U., Jennings, P. A., Hogg-Johnson, S., 
610 Kristman, V., Laberge, M., McKenzie, D., Newnam, S., Palagyi, A., Ruseckaite, R., 
611 Sheppard, D. M., Shourie, S., Steenstra, I., Van Eerd, D. and Amick, B. C., 3rd 
612 (2018), "Effectiveness of Workplace Interventions in Return-to-Work for 
613 Musculoskeletal, Pain-Related and Mental Health Conditions: An Update of the 
614 Evidence and Messages for Practitioners", J Occup Rehabil, Vol. 28 No. 1, pp. 1-15.
615 D’Avanzato, C. and Zimmerman, M. (2017), "The Diagnosis and Assessment of Mood 
616 Disorders", in Robert, J. D. and Daniel, R. S. (Eds.), Oxford University Press, pp. 
617 p.95-p.95.
618 Dalgaard, V. L., Andersen, L. P. S., Andersen, J. H., Willert, M. V., Carstensen, O. and 
619 Glasscock, D. J. (2017a), "Work-focused cognitive behavioral intervention for 
620 psychological complaints in patients on sick leave due to work-related stress: Results 
621 from a randomized controlled trial", Journal of negative results in biomedicine, Vol. 
622 16 No. 1, p. 13.
623 Dalgaard, V. L., Aschbacher, K., Andersen, J. H., Glasscock, D. J., Willert, M. V., 
624 Carstensen, O. and Biering, K. (2017b), "Return to work after work-related stress: a 
625 randomized controlled trial of a work-focused cognitive behavioral intervention", 
626 Scand J Work Environ Health, Vol. 43 No. 5, pp. 436-446.
627 de Weerd, B. J., van Dijk, M. K., van der Linden, J. N., Roelen, C. A. and Verbraak, M. J. 
628 (2016), "The effectiveness of a convergence dialogue meeting with the employer in 
629 promoting return to work as part of the cognitive-behavioural treatment of common 
630 mental disorders: A randomized controlled trial", Work, Vol. 54 No. 3, pp. 647-655.
631 Denman, C. (2007), "The organization and delivery of psychological treatments", Int Rev 
632 Psychiatry, Vol. 19 No. 1, pp. 81-92.
633 Des Jarlais, D. C., Lyles, C., Crepaz, N. and Group, T. (2004), "Improving the reporting 
634 quality of nonrandomized evaluations of behavioral and public health interventions: 
635 the TREND statement", Am J Public Health, Vol. 94 No. 3, pp. 361-6.
636 Doki, S., Sasahara, S. and Matsuzaki, I. (2015), "Psychological approach of occupational 
637 health service to sick leave due to mental problems: a systematic review and meta-
638 analysis", International archives of occupational and environmental health, Vol. 88 
639 No. 6, pp. 659-667.
640 Edwards, J. A., Webster, S., Van Laar, D. and Easton, S. (2008), "Psychometric analysis of 
641 the UK Health and Safety Executive's Management Standards work-related stress 
642 Indicator Tool", Work & Stress, Vol. 22 No. 2, pp. 96-107.
643 Eldridge, S. M., Chan, C. L., Campbell, M. J., Bond, C. M., Hopewell, S., Thabane, L., 
644 Lancaster, G. A. and group, P. c. (2016), "CONSORT 2010 statement: extension to 
645 randomised pilot and feasibility trials", Pilot Feasibility Stud, Vol. 2 No. 1, p. 64.
646 EuroQol Group (2009), User Guide: Basic information on how to use EQ‐5D, EuroQol 
647 Group.
648 Evans, J. M.-C., Frank Margison, Michael Barkham, Kerry Audin, Janice Connell, Graeme 
649 McGrath, Chris (2000), "CORE: clinical outcomes in routine evaluation", Journal of 
650 Mental Health, Vol. 9 No. 3, pp. 247-255.






























































ental Health Review Journal
19
651 Falconnier, L. (2009), "Socioeconomic status in the treatment of depression", Am J 
652 Orthopsychiatry, Vol. 79 No. 2, pp. 148-58.
653 Finnes, A., Enebrink, P., Ghaderi, A., Dahl, J., Nager, A. and Öst, L.-G. (2019), 
654 "Psychological treatments for return to work in individuals on sickness absence due 
655 to common mental disorders or musculoskeletal disorders: a systematic review and 
656 meta-analysis of randomized-controlled trials", International archives of occupational 
657 and environmental health, Vol. 92 No. 3, pp. 273-293.
658 Gelhart, R. P. H.-R. N. and King, H. L. (2002), "Group cognitive-behavioral treatment of 
659 depression and the interaction of demographic variables", Journal of Cognitive 
660 Psychotherapy, Vol. 16(4), pp. p.469.-p.469.
661 Gjengedal, R. G. H., Reme, S. E., Osnes, K., Lagerfeld, S. E., Blonk, R. W. B., Sandin, K., 
662 Berge, T. and Hjemdal, O. (2020), "Work-focused therapy for common mental 
663 disorders: A naturalistic study comparing an intervention group with a waitlist control 
664 group", Work, Vol. 66 No. 3, pp. 657-667.
665 Haase, M., Frommer, J., Franke, G. H., Hoffmann, T., Schulze-Muetzel, J., Jager, S., Grabe, 
666 H. J., Spitzer, C. and Schmitz, N. (2008), "From symptom relief to interpersonal 
667 change: Treatment outcome and effectiveness in inpatient psychotherapy", 
668 Psychother Res, Vol. 18 No. 5, pp. 615-24.
669 Hamilton, M. (1960), "A rating scale for depression", J Neurol Neurosurg Psychiatry, Vol. 23, 
670 pp. 56-62.
671 Hamilton, M. (1986), "The Hamilton rating scale for depression", Assessment of depression, 
672 Springer, pp. 143-152.
673 Hammen, C. (2006), "Stress generation in depression: reflections on origins, research, and 
674 future directions", J Clin Psychol, Vol. 62 No. 9, pp. 1065-82.
675 Hans, E. and Hiller, W. (2013), "Effectiveness of and dropout from outpatient cognitive 
676 behavioral therapy for adult unipolar depression: a meta-analysis of nonrandomized 
677 effectiveness studies", J Consult Clin Psychol, Vol. 81 No. 1, pp. 75-88.
678 Haugh, J. A., Herbert, K., Choi, S., Petrides, J., Vermeulen, M. W. and D'Onofrio, J. (2019), 
679 "Acceptability of the Stepped Care Model of Depression Treatment in Primary Care 
680 Patients and Providers", J Clin Psychol Med Settings, Vol. 26 No. 4, pp. 402-410.
681 Heinz, A. J., Meffert, B. N., Halvorson, M. A., Blonigen, D., Timko, C. and Cronkite, R. 
682 (2018), "Employment characteristics, work environment, and the course of 
683 depression over 23 years: Does employment help foster resilience?", Depress 
684 Anxiety, Vol. 35 No. 9, pp. 861-867.
685 Herdman, M., Gudex, C., Lloyd, A., Janssen, M., Kind, P., Parkin, D., Bonsel, G. and Badia, 
686 X. (2011), "Development and preliminary testing of the new five-level version of EQ-
687 5D (EQ-5D-5L)", Qual Life Res, Vol. 20 No. 10, pp. 1727-36.
688 HFMA (2014), "Mental health clinical costing support guide".
689 Horowitz, L. M., Rosenberg, S. E., Baer, B. A., Ureno, G. and Villasenor, V. S. (1988), 
690 "Inventory of interpersonal problems: psychometric properties and clinical 
691 applications", J Consult Clin Psychol, Vol. 56 No. 6, pp. 885-92.
692 Horowitz, L. M. and Vitkus, J. (1986), "The interpersonal basis of psychiatric symptoms", 
693 Clinical Psychology Review, Vol. 6 No. 5, pp. 443-469.
694 Hughes-Morley, A. (2017), "What are effective methods to recruit research participants into 
695 mental health trials?", UK, University of Manchester.
696 Ito, D., Watanabe, A., Takeichi, S., Ishihara, A. and Yamamoto, K. (2019), "A Preliminary 
697 Study of Work-Focused Cognitive Behavioural Group Therapy for Japanese 
698 Workers", Behav Cogn Psychother, Vol. 47 No. 2, pp. 251-256.
699 Jobst, A., Brakemeier, E. L., Buchheim, A., Caspar, F., Cuijpers, P., Ebmeier, K. P., Falkai, 
700 P., Jan van der Gaag, R., Gaebel, W., Herpertz, S., Kurimay, T., Sabass, L., Schnell, 
701 K., Schramm, E., Torrent, C., Wasserman, D., Wiersma, J. and Padberg, F. (2016), 
702 "European Psychiatric Association Guidance on psychotherapy in chronic depression 
703 across Europe", Eur Psychiatry, Vol. 33, pp. 18-36.
704 Joiner, T. E. and Coyne, J. C. (1999), The interactional nature of depression: Advances in 
705 interpersonal approaches, American Psychological Association.






























































ental Health Review Journal
20
706 Joyce, S., Modini, M., Christensen, H., Mykletun, A., Bryant, R., Mitchell, P. B. and Harvey, 
707 S. B. (2016), "Workplace interventions for common mental disorders: a systematic 
708 meta-review", Psychol Med, Vol. 46 No. 4, pp. 683-97.
709 Knekt, P., Lindfors, O., Harkanen, T., Valikoski, M., Virtala, E., Laaksonen, M. A., Marttunen, 
710 M., Kaipainen, M., Renlund, C. and Helsinki Psychotherapy Study, G. (2008), 
711 "Randomized trial on the effectiveness of long-and short-term psychodynamic 
712 psychotherapy and solution-focused therapy on psychiatric symptoms during a 3-
713 year follow-up", Psychol Med, Vol. 38 No. 5, pp. 689-703.
714 Koeser, L., Donisi, V., Goldberg, D. P. and McCrone, P. (2015), "Modelling the cost-
715 effectiveness of pharmacotherapy compared with cognitive-behavioural therapy and 
716 combination therapy for the treatment of moderate to severe depression in the UK", 
717 Psychol Med, Vol. 45 No. 14, pp. 3019-31.
718 Lagerveld, S. E. (2017), "Mastery Matters: The impact of self-efficacy and work-focused 
719 therapy on return to work among employees with common mental disorders", 
720 Netherlands, Utrecht University.
721 Lagerveld, S. E., Bultmann, U., Franche, R. L., van Dijk, F. J., Vlasveld, M. C., van der Feltz-
722 Cornelis, C. M., Bruinvels, D. J., Huijs, J. J., Blonk, R. W., van der Klink, J. J. and 
723 Nieuwenhuijsen, K. (2010), "Factors associated with work participation and work 
724 functioning in depressed workers: a systematic review", J Occup Rehabil, Vol. 20 No. 
725 3, pp. 275-92.
726 Law, M., Cooper, B., Strong, S., Stewart, D., Rigby, P. and Letts, L. (1996), "The person-
727 environment-occupation model: A transactive approach to occupational 
728 performance", Canadian journal of occupational therapy, Vol. 63 No. 1, pp. 9-23.
729 Leach, C., Lucock, M., Iveson, S. and Noble, R. (2004), "Evaluating Psychological Therapies 
730 Services: A review of outcome measures and their utility", Mental Health and 
731 Learning Disabilities Research and Practice, Vol. 1(1), pp. 53-66.
732 Lehman, B. J., David, D. M. and Gruber, J. A. (2017), "Rethinking the biopsychosocial model 
733 of health: Understanding health as a dynamic system", Social and Personality 
734 Psychology Compass, Vol. 11 No. 8, p. e12328.
735 Liddon, L., Kingerlee, R. and Barry, J. A. (2018), "Gender differences in preferences for 
736 psychological treatment, coping strategies, and triggers to help-seeking", Br J Clin 
737 Psychol, Vol. 57 No. 1, pp. 42-58.
738 Locock, L. and Smith, L. (2011), "Personal experiences of taking part in clinical trials - a 
739 qualitative study", Patient Educ Couns, Vol. 84 No. 3, pp. 303-9.
740 Lousada, J., Weisz, J., Hudson, P. and Swain, T. (2015), "Psychotherapy provision in the 
741 UK: time to think again", The Lancet Psychiatry, Vol. 2 No. 4, pp. 289-291.
742 Mann, R., Gilbody, S. and Richards, D. (2009), "Putting the ‘Q’in depression QALYs: a 
743 comparison of utility measurement using EQ-5D and SF-6D health related quality of 
744 life measures", Social psychiatry and psychiatric epidemiology, Vol. 44 No. 7, pp. 
745 569-578.
746 Markowitz, J. C., Bleiberg, K. L., Christos, P. and Levitan, E. (2006), "Solving interpersonal 
747 problems correlates with symptom improvement in interpersonal psychotherapy: 
748 preliminary findings", J Nerv Ment Dis, Vol. 194 No. 1, pp. 15-20.
749 McCullough Jr, J. P. (2003), Treatment for chronic depression: Cognitive behavioral analysis 
750 system of psychotherapy (CBASP), Educational Publishing Foundation.
751 McEvoy, P. M., Burgess, M. M. and Nathan, P. (2014), "The relationship between 
752 interpersonal problems, therapeutic alliance, and outcomes following group and 
753 individual cognitive behaviour therapy", Journal of affective disorders, Vol. 157, pp. 
754 25-32.
755 McFarquhar, T., Luyten, P. and Fonagy, P. (2018), "Changes in interpersonal problems in 
756 the psychotherapeutic treatment of depression as measured by the Inventory of 
757 Interpersonal Problems: A systematic review and meta-analysis", Journal of Affective 
758 Disorders, Vol. 226, pp. 108-123.
759 Medicines and Healthcare products Regulatory Agency (2012), Good Clinical Practice 
760 Guide, TSO (The Stationery Office).






























































ental Health Review Journal
21
761 Meyers, B. S., Sirey, J. A., Bruce, M., Hamilton, M., Raue, P., Friedman, S. J., Rickey, C., 
762 Kakuma, T., Carroll, M. K., Kiosses, D. and Alexopoulos, G. (2002), "Predictors of 
763 Early Recovery From Major Depression Among Persons Admitted to Community-
764 Based Clinics An Observational Study", Archives of General Psychiatry, Vol. 59(8), 
765 pp. pp.729-735.
766 Mikkelsen, M. B. and Rosholm, M. (2018), "Systematic review and meta-analysis of 
767 interventions aimed at enhancing return to work for sick-listed workers with common 
768 mental disorders, stress-related disorders, somatoform disorders and personality 
769 disorders", Occupational and environmental medicine, Vol. 75 No. 9, pp. 675-686.
770 Moberg, P. J., Lazarus, L. W., Mesholam, R. I., Bilker, W., Chuy, I. L., Neyman, I. and 
771 Markvart, V. (2001), "Comparison of the standard and structured interview guide for 
772 the Hamilton Depression Rating Scale in depressed geriatric inpatients", Am J 
773 Geriatr Psychiatry, Vol. 9 No. 1, pp. 35-40.
774 Moore, G. F., Audrey, S., Barker, M., Bond, L., Bonell, C., Hardeman, W., Moore, L., 
775 O'Cathain, A., Tinati, T., Wight, D. and Baird, J. (2015), "Process evaluation of 
776 complex interventions: Medical Research Council guidance", BMJ, Vol. 350, p. 
777 h1258.
778 Mundt, J. C., Marks, I. M., Shear, M. K. and Greist, J. H. (2002), "The Work and Social 
779 Adjustment Scale: a simple measure of impairment in functioning", Br J Psychiatry, 
780 Vol. 180 No. 5, pp. 461-4.
781 Najman, J. M., Khatun, M., Mamun, A., Clavarino, A., Williams, G. M., Scott, J., O’Callaghan, 
782 M., Hayatbakhsh, R. and Alati, R. (2014), "Does depression experienced by mothers 
783 leads to a decline in marital quality: a 21-year longitudinal study", Social psychiatry 
784 and psychiatric epidemiology, Vol. 49(1), pp. 121-132.
785 National Institute for Clinical Excellence (2009), "Depression in adults: Recognition and 
786 management. Clinical guideline [CG90]", NICE London.
787 Niedermoser, D. W., Kalak, N., Kiyhankhadiv, A., Brand, S., Walter, C., Schweinfurth, N. and 
788 Lang, U. E. (2020), "Workplace-Related Interpersonal Group Psychotherapy to 
789 Improve Life at Work in Individuals With Major Depressive Disorders: A Randomized 
790 Interventional Pilot Study", Frontiers in psychiatry, Vol. 11, p. 168.
791 Nieuwenhuijsen, K., Verbeek, J. H., Neumeyer-Gromen, A., Verhoeven, A. C., Bultmann, U. 
792 and Faber, B. (2020), "Interventions to improve return to work in depressed people", 
793 Cochrane Database Syst Rev, Vol. 10 No. 10, p. CD006237.
794 Nigatu, Y. T., Liu, Y., Uppal, M., McKinney, S., Rao, S., Gillis, K. and Wang, J. (2016), 
795 "Interventions for enhancing return to work in individuals with a common mental 
796 illness: systematic review and meta-analysis of randomized controlled trials", Psychol 
797 Med, Vol. 46 No. 16, pp. 3263-3274.
798 Noordik, E., van der Klink, J. J., Geskus, R. B., de Boer, M. R., van Dijk, F. J. and 
799 Nieuwenhuijsen, K. (2013), "Effectiveness of an exposure-based return-to-work 
800 program for workers on sick leave due to common mental disorders: a cluster-
801 randomized controlled trial", Scandinavian journal of work, environment & health, pp. 
802 144-154.
803 Oei, T. P. and Kazmierczak, T. (1997), "Factors associated with dropout in a group cognitive 
804 behaviour therapy for mood disorders", Behav Res Ther, Vol. 35 No. 11, pp. 1025-
805 30.
806 Piper, W. E. (2008), "Underutilization of short-term group therapy: enigmatic or 
807 understandable?", Psychother Res, Vol. 18 No. 2, pp. 127-38.
808 Quilty, L. C., Ayearst, L., Chmielewski, M., Pollock, B. G. and Bagby, R. M. (2013), "The 
809 psychometric properties of the personality inventory for DSM-5 in an APA DSM-5 
810 field trial sample", Assessment, Vol. 20 No. 3, pp. 362-9.
811 Radhakrishnan, M., Hammond, G., Jones, P. B., Watson, A., McMillan-Shields, F. and 
812 Lafortune, L. (2013), "Cost of improving Access to Psychological Therapies (IAPT) 
813 programme: an analysis of cost of session, treatment and recovery in selected 
814 Primary Care Trusts in the East of England region", Behav Res Ther, Vol. 51 No. 1, 
815 pp. 37-45.






























































ental Health Review Journal
22
816 Reme, S. E., Grasdal, A. L., Lovvik, C., Lie, S. A. and Overland, S. (2015), "Work-focused 
817 cognitive-behavioural therapy and individual job support to increase work 
818 participation in common mental disorders: a randomised controlled multicentre trial", 
819 Occup Environ Med, Vol. 72 No. 10, pp. 745-52.
820 Renner, F., Jarrett, R. B., Vittengl, J. R., Barrett, M. S., Clark, L. A. and Thase, M. E. (2012), 
821 "Interpersonal problems as predictors of therapeutic alliance and symptom 
822 improvement in cognitive therapy for depression", Journal of affective disorders, Vol. 
823 138 No. 3, pp. 458-467.
824 Salomonsson, S., Hedman-Lagerlöf, E. and Öst, L.-G. (2018), "Sickness absence: a 
825 systematic review and meta-analysis of psychological treatments for individuals on 
826 sick leave due to common mental disorders", Psychological medicine, Vol. 48 No. 12, 
827 pp. 1954-1965.
828 Schneider, J., Akhtar, A., Boycott, N., Guo, B., Latimer, E., Cao, Z. and McMurran, M. 
829 (2016), "Individual placement and support versus individual placement and support 
830 enhanced with work-focused cognitive behaviour therapy: Feasibility study for a 
831 randomised controlled trial", British Journal of Occupational Therapy, Vol. 79 No. 5, 
832 pp. 257-269.
833 Schoenbaum, M., Unutzer, J., McCaffrey, D., Duan, N., Sherbourne, C. and Wells, K. B. 
834 (2002), "The effects of primary care depression treatment on patients' clinical status 
835 and employment", Health Serv Res, Vol. 37 No. 5, pp. 1145-58.
836 Seidler, Z. E., Rice, S. M., Ogrodniczuk, J. S., Oliffe, J. L. and Dhillon, H. M. (2018), 
837 "Engaging Men in Psychological Treatment: A Scoping Review", Am J Mens Health, 
838 Vol. 12 No. 6, pp. 1882-1900.
839 Simon, G. E., Revicki, D. and VonKorff, M. (1993), "Telephone assessment of depression 
840 severity", J Psychiatr Res, Vol. 27 No. 3, pp. 247-52.
841 Starr, L. R. and Davila, J. (2008), "Excessive reassurance seeking, depression, and 
842 interpersonal rejection: a meta-analytic review", J Abnorm Psychol, Vol. 117 No. 4, 
843 pp. 762-75.
844 Stiles-Shields, C., Corden, M. E., Kwasny, M. J., Schueller, S. M. and Mohr, D. C. (2015), 
845 "Predictors of outcome for telephone and face-to-face administered cognitive 
846 behavioral therapy for depression", Psychol Med, Vol. 45 No. 15, pp. 3205-15.
847 Strauss, B., Spangenberg, L., Brahler, E. and Bormann, B. (2015), "Attitudes Towards 
848 (Psychotherapy) Groups: Results of a Survey in a Representative Sample", Int J 
849 Group Psychother, Vol. 65 No. 3, pp. 410-30.
850 Swift, J. K. and Greenberg, R. P. (2012), "Premature discontinuation in adult psychotherapy: 
851 a meta-analysis", J Consult Clin Psychol, Vol. 80 No. 4, pp. 547-59.
852 Talbot, F., Clark, D. A., Yuzda, W. S., Charron, A. and McDonald, T. (2014), "“Gatekeepers” 
853 perspective on treatment access for anxiety and depression: A survey of New 
854 Brunswick family physicians", Canadian Psychology/Psychologie canadienne, Vol. 
855 55 No. 2, pp. 75-79.
856 Tan, L., Wang, M.-J., Modini, M., Joyce, S., Mykletun, A., Christensen, H. and Harvey, S. B. 
857 (2014), "Preventing the development of depression at work: a systematic review and 
858 meta-analysis of universal interventions in the workplace", BMC medicine, Vol. 12 
859 No. 1, pp. 1-11.
860 Thase, M. E., Simons, A. D., McGeary, J., Cahalane, J. F., Hughes, C., Harden, T. and 
861 Friedman, E. (1992), "Relapse After Cognitive Behavior Therapy of Depression: 
862 Potential Implications for Longer Courses of Treatment",  pp. pp.1046-1052.
863 van Rijn, R. M., Robroek, S. J., Brouwer, S. and Burdorf, A. (2014), "Influence of poor health 
864 on exit from paid employment: a systematic review", Occup Environ Med, Vol. 71 No. 
865 4, pp. 295-301.
866 Vlasveld, M. C., van der Feltz-Cornelis, C. M., Ader, H. J., Anema, J. R., Hoedeman, R., van 
867 Mechelen, W. and Beekman, A. T. (2012), "Collaborative care for major depressive 
868 disorder in an occupational healthcare setting", Br J Psychiatry, Vol. 200 No. 6, pp. 
869 510-1.






























































ental Health Review Journal
23
870 Wang, P. S., Simon, G. E., Avorn, J., Azocar, F., Ludman, E. J., McCulloch, J., Petukhova, 
871 M. Z. and Kessler, R. C. (2007), "Telephone screening, outreach, and care 
872 management for depressed workers and impact on clinical and work productivity 
873 outcomes: a randomized controlled trial", JAMA, Vol. 298 No. 12, pp. 1401-11.
874 Weck, F., Rudari, V., Hilling, C., Hautzinger, M., Heidenreich, T., Schermelleh-Engel, K. and 
875 Stangier, U. (2013), "Relapses in recurrent depression 1 year after maintenance 
876 cognitive-behavioral therapy: the role of therapist adherence, competence, and the 
877 therapeutic alliance", Psychiatry Res, Vol. 210 No. 1, pp. 140-5.
878 Whisman, M. A. (2001), "Marital adjustment and outcome following treatments for 
879 depression", J Consult Clin Psychol, Vol. 69 No. 1, pp. 125-9.
880 Whisman, M. A. and Uebelacker, L. A. (2009), "Prospective associations between marital 
881 discord and depressive symptoms in middle-aged and older adults", Psychology and 
882 aging, Vol. 24(1), pp. p.184.-p.184.
883 Whisman, M. A., Weinstock, L. M. and Uebelacker, L. A. (2002), "Mood reactivity to marital 
884 conflict: The influence of marital dissatisfaction and depression", Behavior therapy, 
885 Vol. 33(2), pp. pp.299-314.
886 Wojnarowski, C., Firth, N., Finegan, M. and Delgadillo, J. (2019), "Predictors of depression 
887 relapse and recurrence after cognitive behavioural therapy: a systematic review and 
888 meta-analysis", Behav Cogn Psychother, Vol. 47 No. 5, pp. 514-529.
889 Woodall, A., Morgan, C., Sloan, C. and Howard, L. (2010), "Barriers to participation in 
890 mental health research: are there specific gender, ethnicity and age related 
891 barriers?", BMC Psychiatry, Vol. 10, p. 103.
892 World Medical Association (1996), "World Medical Association Declaration of Helsinki".
893 Yunus, W. M. A. W. M., Musiat, P. and Brown, J. S. (2018), "Systematic review of universal 
894 and targeted workplace interventions for depression", Occupational and 
895 environmental medicine, Vol. 75 No. 1, pp. 66-75.
896 Figure Legend
897 Figure 1. Individual changes in instrument scores before and after therapeutic intervention.
898
899






























































ental Health Review Journal
Table 1. An overview of the Work-focused Relational Group CBT Treatment Programme.









1 The Ability to REFLECT
The three feeling systems
Types of thoughts
The donut model:
Inner me and outer me 
How the brain works (Video 1)
AFTERNOON 
Small group discussion (two groups)




Goal review in reciprocating pairs
Feedback in plenary
Experiential exercise:
 Symptom provocation, panic induction
Skills practice:
 Worry time
 Appraisal and reappraisal  




Triggers and past-pres nt link






 My journey and overcoming obstacles to 
progress  
 One small change
Skills practice:
 Goal setting 
3 The Ability to RESOLVE
The motivation system
Types of behaviour
The behaviour change model:
Vicious and virtuous cycles






 Animal metaphor cards
 What does the IIP-32 say about me?
Skills practice: 
 Sharing my thoughts and feelings safely
4 The Ability to RELATE
The affiliation system
Types of relationships 
The double donut model:
Stress-reducing communication





Double donut exercise: interpersonal problem-
solving 
The Hot Seat or Telling My Story 
5-10 Ad hoc content based on subjects / 
issues raised by clients on the day
AFTERNOON 
As above
11 As above plus relapse prevention 
planning as a between-session goal
MORNING
As above



































































12 As above plus ending celebration 
event
AFTERNOON
Relapse prevention planning in reciprocating pairs.
Feedback and goodbyes in plenary







Age: mean (SD) 43.5 (4.42)

















Secure tenancy % (n)




Receiving state welfare benefits
Not claiming benefits % (n)
Statutory Sick Pay % (n)
Employment Support Allowance % (n)






Full-time paid % (n) 37.5 (3)
Part-time paid % (n) 37.5 (3)
Voluntary work % (n) 12.5 (1)
Unemployed % (n) 12.5 (1)
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Table 31. Outcomes before and after therapeutic intervention










HAM-D Depression 5 31 (13, 37) Severe (>24) 26 (8, 36) -5 (-14, 5) 0.313
BDI-II Depression 8 36.0 (16, 
47)





8 87.0 (23, 
107)





























7 30.0 (20, 
65)









53.0 (22, 76) -20.5 (-42, -1) 0.016
WSAS Work and 
social 
functioning














117.0 (81, 144) 7.5 (-6, 35) 0.156
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Table 4. Changes in employment status before and after group therapy.
Client Employment before 
therapy
Employment after therapy Comments
1 Unemployed (recently 
dismissed)
Unemployed Used job retention 
goals to tackle 
avoidance of seeking 
work through anxiety




work, positive changes 
to work behaviour
3 Part-time, off sick Part-time Used job retention 




4 Part-time, off sick Part-time Used job retention 
goals to improve 
teamwork




work, but struggling to 
maintain employment
6 Voluntary work Voluntary work, extra hours Used job retention 
goals to write CV and 
reprocess trauma of 
previous job loss









and asked for 
colleague support 
when needed
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